The increase in the elderly population is causing changes and challenges that demand a comprehensive public health response. A specific characteristic of the elderly is their frailty. Today's problems with identifying levels of frailty are being resolved by numerous tools in the form of frailty assessment scales. This systematic review establishes which frailty assessment scales for the elderly are being used and what their applicability in primary care is like in Slovenia and around the world.
INTRODUCTION
The population's age structure has been changing greatly over the past decades, with the population becoming increasingly older, including in Slovenia (1, 2) . This causes many changes and challenges that demand a comprehensive public health response (3, 4) .
A specific characteristic of the elderly is their frailty. It is defined as "a condition or syndrome which results from a multi-system reduction in reserve capacity to the extent that a number of physiological systems are close to, or past, the threshold of symptomatic clinical failure." As a consequence, the frail person is at increased risk of disability and death from minor external stresses (5) . Identifying the level of frailty is a useful clinical concept for predicting and preventing frailty (6) (7) (8) . Frailty in the elderly entails a changed perspective on age by replacing the outdated term "chronological age" with the more accurate and personalized parameter of "biological age," and it can be measured in individuals (9) . Problems with identifying the level of frailty, which were common in the past (5) , are now being solved by numerous tools that can also be applied to the elderly (10, 11) .
Frailty assessment thus provides a theoretical framework that primary care physicians can use to develop a comprehensive approach to assessing and treating elderly patients with complex multimorbidity in a simple and structured way (7) . In Slovenia, an important role in this regard is also played by family doctors and their teams (12) . The importance of using frailty measurement tools is supported by the global lack of key information and evidence on the health of the elderly, which hinders the development and evaluation of suitable policies and programs for them (13) . Frailty measurements can generally provide useful information, but that requires selecting an appropriate valid instrument (9) . In agreement with the Ministry of Health, in 2017, Slovenia joined the EU Commission's Joint Action on the Prevention of Frailty. The main outcome of Joint Action will be a common European model to approach frailty, leading to the development of improved strategies for diagnosis care and education for frailty, disability and multi-morbidity. The Joint Action outcomes are expected to contribute to the prevention of the growing burden of disability and chronic diseases and to a more effective response to older people's needs of care delivery, a central priority for the EU and its MS. One of the measures and activities proposed was to develop, implement, and monitor a frailty screening system by individual area (14) .
The question is how many frailty assessment scales are available and what their quality is like. In Slovenia, there is a need for the knowledge of frailty assessment scales for the application at the primary level. They established the subject of Geriatrics and subject Elderly, dying patient, palliative at the Faculty of Medicine at the University of Ljubljana. In Slovenia, payment models for multimorbidity and elderly are also changing. This literature review identifies research on frailty assessment scales for the elderly published after 2010. Its goals were to determine which frailty assessment scales are available, what they measure, and whether they are used in primary care. The fundamental research question is whether the knowledge on frailty assessment scales provides a selection of assessment scales that could be applied to primary care in Slovenia in order to assess the frailty of the elderly.
METHODS
Literature on frailty assessment scales for the elderly was systematically reviewed. The data was collected in February 2018.
Document Sources
Documents were searched for in the online bibliographical database PubMed (15).
Document Identification Methods
Documents were searched for using the following keywords: frailty, elderly, evaluation scale, primary, frailty scale, frailty screening, and primary care. Searches were performed using Boolean operators for PubMed: (((frailty) AND elderly) AND evaluation scale); (((frailty) AND elderly) AND rating scale); (((frailty) AND elderly) AND measuring); ((frailty) AND screening) AND primary care). The search was limited to full-text open-access English articles published after 2010.
Methods of Selecting Documents to be Included in the Analysis
The selection in PubMed was narrowed down to fulltext research articles. The keywords selected had to be included in the article's title or abstract, the articles had to refer to the elderly, and they had to be written in English and published in the past 8 years. An article was deemed appropriate if it featured a study connected with the frailty assessment scales used for the elderly. Studies containing clinical frailty scales or scales used for populations other than the elderly and clinical frailty scales were not included. After selecting the relevant articles, an open discussion took place in a heterogeneous group of experts with diplomas from the Faculty of Medicine and Faculty of Health Sciences at the University of Ljubljana and head lecturer of subject Determinants of health and disease on Interdisciplinary doctoral programme in Biomedicine, field Public Health. Another discussion took place in a group of students specialized in Family Medicine from Faculty of Medicine at the subject Elderly, dying patient, palliative. Their suggestions and comments found a place in the final selection of articles and frailty assessment scales for eventual application in primary care.
Selection of Relevant Data for t he Systematic Review
The data collected included year, country, research design, units observed, number of participants, and main conclusions.
Methods for Assessing Study Quality
The suitability of the studies included was evaluated in terms of their agreement with the search string.
RESULTS
Twenty-eight articles meeting the criteria set were selected for final analysis (Table 1) .
Main Characteristics of the Research Studies Reviewed
This analysis includes three systematic literature reviews that together cover more than 70 quantitative studies, consisting largely of observational cross-sectional surveys or cohort studies. Three studies included in the final analysis are non-systematic literature reviews (Table 1) . Twenty-seven frailty scales were identified, but their reliability and validity were rarely evaluated. None of them are used as the gold standard.
The strongest predictors are low physical activity and slow walking speed.
The Frailty Index (FI) is a valid instrument for assessing frailty.
Measuring the grades of frailty in the elderly could assist in the assessment, management, and decision-making for osteoporosis and osteoporotic fractures.
There are numerous frailty assessment scales available.
At present, while diagnostic tools have been developed to identify those with the condition (e.g. the PRISMA 7 questionnaire), as there are many conditions which frailty mimics, the problem of low specificity remains. The SHARE Frailty Instrument has sufficient construct and predictive validity.
Country
The SHARE-FI75+ could help identify frailty in primary care.
Robust measurement properties.
The TFI is a valid and reproducible instrument for assessing frailty among the Polish population.
The instrument meets the efficiency, flexibility, and acceptability requirements for use in primary care.
Combined use of instruments proves to be the best for predicting disability and mortality.
Country Document
Research design No. of participants / characteristics
Main outcome measures Main conclusions
Twenty-two studies from various countries, published after 2010, are dominated by quantitative, mostly cross-sectional or cohort studies. One study (22) has a qualitative design and data for it was collected using the Delphi method. The number of subjects included in the study depends on the research design, ranging from 100 to 5,000 in the majority of the studies; the age criteria used vary. Four studies include geriatric specialists: GPs, specialist physicians, and so on (22) (23) (24) (25) . Four studies (26) (27) (28) (29) are based on databases that already exist. The main outcome measures observed by all studies are frailty assessment scales, indexes, or indicators analysed from various perspectives ( Table 2) . The aim was to present the development and evaluation of the interRAI HC Frailty Scale.
The aim was to compare the frailty assessments provided by family physicians and geriatricians.
The aim was to reach consensus on frailty.
The aim was to estimate frailty based on the walking speed of the elderly urban population and apply the findings to primary care. The instrument is based on a strong conceptual foundation.
Geriatricians assess patients as frail more often than family physicians.
A report was produced based on the consensus.
Detection of a walking speed below 0.8 m/s is a simple approach to diagnosing frailty in primary care.
Age, female gender, low education level, being a housewife, living with the family, being sedentary, presence of an additional disease, using four or more drugs/day, avoiding going outside, at least one visit to any emergency department within the past year, hospitalization within the past year, non-functional ambulation, and malnutrition increase the risk of frailty.
The FI and the GFI moderately overlap in identifying frailty. Authors suggest an initial FI screening in routine healthcare data, followed by a GFI questionnaire for patients at high risk as the preferred twostep frailty screening process in primary care. Self-reported and test-based measures should be combined when trying to identify levels of frailty.
GPs can predict negative health outcomes in their older populations efficiently and almost as accurately as specialists in this area.
52.8% always assess frailty in their daily practice and 64.9% of them diagnose frailty using more than one instrument.
The GFI and the TFI showed high internal consistency and construct validity in contrast to the SPQ. It is not yet possible to conclude whether the GFI or the TFI should be preferred. The SPQ seems less appropriate for postal screening of frailty.
The use of gait speed or grip strength alone was found to be sensitive and specific as a proxy for the Fried frailty phenotype, but the use of both measures together was found to be accurate, precise, specific, and more sensitive than other possible combinations. Assessing both measures is feasible within primary care.
The different approaches to detecting vulnerability resulted in different estimates of frailty prevalence. The gains in predictive accuracy were often modest with the exception of the full FI.
Great potential for direct application in primary care. 
Country

Systematic Review Results
Considering that frailty is a common feature of the elderly, it is also important to obtain information on this area. Veninšek and Gabrovec (45) identified four main areas essential for the clinical management of frailty: definition of frailty, epidemiology of frailty, tools for screening and diagnosis frailty and successful interventions for decreasing frailty. The priority objective of the WHO Global Strategy and Action Plan on Aging and Health (13) to fill information gaps at the global level is thus well grounded. This is also confirmed by the results of this systematic review. The international survey conducted by Bruyère et al. (25) , which included 44 countries, shows that frailty assessment is becoming a routine daily practice in treating elderly patients. According to this study, 205 (52.8%) clinicians, of whom the majority are geriatric specialists, always assess frailty in their daily practice and 38.1% report measuring it sometimes (25) . All international consensus groups recommended all persons older than 70 years should be screened for frailty (22) . The majority of studies positively conclude that the scales examined are efficient for identifying the level of frailty (18, 26-28, 31, 32-34, 37, 42) . Other studies determine that different instruments result in different estimates of frailty and that the gains in the tests' predictive accuracy are often modest (29, 30) . The level of frailty assessed by geriatricians and GPs may differ (23, 24) . Among other things, frailty can also be related to self-perceived health (38).
Bruyère et al. (25) report that a variety of tools are being used, highlighting the need for standardization and guidelines. None of the assessment scales are used as the gold standard in primary care (18, 27, 34, 42, 43) . Widely used scales -a good example of which is the frailty scales developed by Fried et al. (44) -must be based on strict criteria. In addition, improvements and consensus of everyone involved in the healthcare for the elderly are required (16).
Research Limitations and Strengths
Conclusions can be drawn regarding the possible application of existing scales in Slovenia. It would make sense to expand the literature review by including search strings that also identify psychological frailty (e.g. "mental" frailty scales). This is the first review of literature which investigates frailty scales for use at primary level and in terms of reliability and validity.
Relevance of the Systematic Review Results for the Discipline
This systematic review provides insight into which frailty assessments scales are used for the elderly, who assesses frailty of the elderly, and the importance of primary care in assessing elderly people's frailty.
Potential for Further Research
There is a need for more research that assesses the validity, reliability, user-friendliness, comparability, etc., of different frailty scales.
CONCLUSION
Due to population ageing, there is an increasingly greater need for standardizing the measurement of geriatric frailty using frailty assessment scales. According to the situation (resource constraints) we estimate that the most appropriate scales for primary care in Slovenia are Frailty phenotype (44), Short Physical performance Battery (SPPB) (25) and Edmonton frail scale (25) . Implementing such scales in Slovenia requires further research and discussions by leading specialists in this area on extended professional college of doctors of family medicine. Also, nurses from modal practices should be included.
Consensus between various healthcare levels should be reached.
